MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HMEALTH AND WELFAR!

Registration Distrlet No. ______

_Pflmary Registration District.

__.._Regmur s

63025608

6319 l \;gts FILE NUMBER

DO NOT WRITE
ON THIS STUS AMENDED -
1. PLACE OF DEATH T 2. USUAL RESIDENCE (Where deceased lived. If institufion: Residence before
VS 300 o ». COUNTY a smrsuis souri b. COUNTY’ St.louis admission)
. Rev. 4/59 % b. CITY (If oulside corporate himifs, give TOWNSHIP only) Length of stay in 1b . ccl’}\’ Inside Limits
w
§ TOWN Stelouis .- TOWN Crestwood ver (X No O
1 c. FULL NAME OF (1f NOT in haspital, give location) Ingide Limits d. STREET {1 curside, give location) Resida on Farm
5 w HOSPITAL OR ADDRESS ) .
2 < INSTITUTION. g4 Tolm s Hospital Yes ) No D 21 Jo Ann Pl. Yes O No [X
3 3. NAME OF DECEASED First Middie Last 4 BATE Month Day Year
{Type or print)
p Robert Kay Allison pEATH June 13, 1963
(=] 5. SEX 6. COLOR OR RACE 7. Married BF  Never Married 0 |8. DATE OF BIRTH | . AGE (last birthdey) | IF UNDER | YEAR IF UNDER 24 HR
5 / Male White Widowed [ Divorced [J 5 /1h /1926 37 Months | Days Hours Min.
‘ 0. USUAL OCGUPATION (Give kind of work dene | 10B. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and state or country) | 12. CIIZEN OF WHAT COUNTRY
& w dm'ung most ing lifey ev; retir,
2 Beneiational fubs Thve  U.S.Steel Pittsburgh,Pa. UdSe
7 O |3a_ FATHER 5 NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- . . .
—LQ A JHomer Allison Margaret Petri Lillian
8 l - 15. WAS DECEASED EVER IN U5, ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
< {Yes, no of unknown) {If yes, give war or dates of servi
9 - l H T 1illien Allison, 21 Jo Ann Fle.
— — 14, CAUSE OF DEA!'H {Enter only one cause per line ror ey o wnw o B INTERVAL BETWEEN
10 < Z DEATH WAS CAUSED BY: _ ONSET AND DEATH
Q W iE IMMEDIATE CAUSE (a) %A lleed. @h‘l/c ‘3&402,
= 3 M %& £ 7
12 & & a Conditions, if any, DUE TO (b) . M /
-8 |nls wb}:di gave rlse( t)u
EE fain e nder Apdt Iadii )Mu&_; “ 7
13 = lying cavse last DUE TO {c} &3, M—
r4
z 1I. GTHER SIGNIFICANT conomous CONTRIBUTING TO DEATH but not relsted & e tecminal FART 11, If decessed was_ fomale  was
o (o] PART disease conditipn given in'P, there a pragnancy in last 90 days..
- N
T# e 5 y Fracle it S tept bt acs. [ove | O No | 01 Unkeewn
z g AA-hrtven,
g £ | 79 was AuToPSY | 20a, ACCIDENT | su:%x!r: HOMIC IDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in PART | or PART 11 of item 18.)
f ‘PERF D - a
S 8 YES A\ NO O " SR 79;&..
w .-(' .
20c. TIME OF  How Month, Day, Yeor.
Zz = 21 TlinwRY am
x ¢ | el .
Z o "20d. INJURY QCCURRED 20s. PLACE OF INJURY (=.g., in or about hame, | 20, CITY, TOWN, DR LOCATION COUNTY STATE
- E WHILE AT WORK (3 farm, factory, sireet, office bidg., etc.)
bV NOT WRILE AT WORK ] . ;- -— y i ,: .61
Yxx 2 ' 2 @‘-’ o -/3
—h, i . - —
5 o E é 21, | attended the deceassd from ﬁ é é,j to. and last saw h"“qhve on 7.._1
@ ; ] Death occurred st 14 ’OOL m on the datn stated zbove, and to fhu best of my kmwladge, from the causes stated.
w = ‘
v w 3 ol Tia. RE {Deprea or tifla] Y Z2b, AD 2553 "22c. DATE SIGNED
t b - < M iy o ; / /! 6
3 23, BURIAL, cnsmmf;c)m ATE 174 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, fown, or county) (State)
3 [ REMOVAL [Speci
e o Removai 6=1);=63 Queen of Heaven Cemetery Pittsburgh,Po e
= <« | TZ4. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. R RAR Y5 IGNAJURE
T b g e Caiw ﬂ
= = | Albert H.Hoppe,Inc.,L700 Washington Blvde Ji4f ) M L. .




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed: by me,

or by : ‘Student Embalmer No.

working under my personal supervision.

Student

Signature of Sluglcm Embaimer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). '

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




